Results-Compared with the period before stroke the use of care six months after stroke increased significantly, especially use of physical therapy, home help, and aids. Multivariate analyses showed that impaired functional health increased the use of care (range in odds ratios 1*6 to 6.7). Compared with younger patients, elderly patients were more likely to have home help (odds ratio 2.9) and aids (2.4) but less likely to receive therapy (0.4), psychosocial support (0.5), and an appreciable amount of care (0.5). Being female (1-7), living alone (4.0), and whether the GP was informed about patients' discharge (2 2) increased the use of home help. Higher financial income (2 8) and having a male GP (3 2) contributed to use of therapy. Emotional distress (1.6), living protected (3.2) , and living alone (1-7) accounted for psychosocial support.
Conclusions-Although older age, lower income, and poor discharge information to the GP decreased the use of some types of care, there is equity in access to care after stroke, primarily determined by needs in terms of functional health status and predisposing factors such as living arrangement and social circumstances.
Introduction
Stroke is the third leading cause of mortality in Western countries and one of the most disabling chronic diseases in the community. In the Netherlands the annual incidence of stroke is estimated at about 170/100 000 population, of which 145/100 000 are first cases.' On the basis of demographic changes incidence rates are expected to rise.2 Thirty per cent of patients with stroke die in the acute phase,' and half of the survivors have substantially impaired functional health outcomes.3 About 80% of those admitted to hospital are discharged home,4 and many of them depend on long term home care facilities. 5 Most studies of stroke have focused on diagnostics, treatment options, and assessment of functional health outcomes after stroke; few, however, have paid attention to the use of non-medical healthcare resources in the (sub)chronic period after the stroke.'
Studies of the use of care after stroke are meaningful for enhancing present supportive care and predicting future care patterns, and they can be used as a basis for developing long term health care policy.
In this study we investigate the use of care before and after stroke and identify patient characteristics, functional health variables, and general practitioner (GP) characteristics that explain the care at six months after stroke. The objective of the study is to evaluate empirically one of the most basic indicators for quality of health care -namely, equity in access to care. According to Andersen's "Behaviour model of health services use,"7 access to health care depends on three factors: predisposing factors (for example, sociodemographic variables), enabling factors (for example, financial income), and need factors (for example, functional health status and patients' perception of health). The purpose of this model is to find evidence for the (in)equity in access to care. Equity is demonstrated when care is primarily determined by needs and predisposing factors such as age and social circumstances; inequity of care is when care is merely explained by predisposing and enabling factors, such as sex and socioeconomic status or characteristics of the health care system itself.
Patients and methods
The study group consisted of 382 patients living in the community who had had a stroke six months before. Most patients (234) had had a first ever stroke, 128 had had a recurrent stroke, and in 20 patients this information was unknown. The patients were survivors of an original cohort of 760 consecutively admitted patients with stroke who participated in a multicentre study of the quality of care in 23 hospitals in the Netherlands (258 patients died after the stroke; 17 patients refused to enter the study; 103 patients were readmitted to hospitals, stayed in rehabilitation centres, or lived in nursing homes). The study was performed from mid-1991 to mid-1992 and was approved by the ethical committees of the participating centres.
Six months after their stroke the patients were interviewed by trained research assistants using a semistructured questionnaire. Informed consent was given by all patients. In case patients suffered from serious communication impairments patients' proxies were interviewed. Data were collected on sociodemographic characteristics (age, sex, financial income, living arrangements, and regional level of urbanisation), functional health status (dementia, disability, handicap, emotional distress, and perception of health), and use of various types of formal care before stroke (at time of onset) and after stroke. For brevity we aggregated formal care into three broad categories: (a) therapy (physical therapy, occupational therapy, and speech therapy); (b) psychosocial support (social care, mental care (for example from psychologist and priest or vicar)), sociocultural care (for example, organised social activities with other elderly people, group travels), and support from fellow patients; (c) aids (= adaptation of home, non-body-adapted aids (for example, crutch, cane), body-adapted aids (for example, body-adapted shoes, body-adapted wheelchair), and aids to promote outdoor mobility (for example, financial compensation for taxi rides, electric wheelchair)). Other types of care (day care, nursing care, and home help) were not aggregated. *p s 0.10, **p < 0.05, ***p < 0o01.
Missing values were omitted from this analysis.
Discussion
In this study we described the types and amount of care services used after discharge from hospital by patients with stroke, and we identified the factors that explain these care patterns.
Although in this sample the amount of care before stroke was already substantial, the use of home health care services by patients in the (sub)chronic period after their stroke increased significantly. Physical therapy, occupational therapy, and speech therapy were the primary rehabilitative interventions in the period between discharge and six months after stroke. Of all care used in the first half year after stroke, 33%/o was stopped within six months. With the exception of physical therapy, the focus of health care services at six months after stroke seemed to switch from temporary rehabilitative "cure" to more permanent "care," particularly in terms of home help, sociocultural care, home adaptation, and aids.
There were strong relations between medical need factors in terms of functional health and use of care six months after stroke. . ' - chronic diseases in relation to their social and economic status.'2 The fact that both older patients and those with a female GP were less likely to receive therapy cannot be clearly explained.
To date various studies have identified consistently high and low users of health care services.3 "14 Our study disclosed that at six months after stroke 28% of the younger and functionally impaired patients made use of 63% of the total amount of given care. The finding that high users were younger than the low users contradicts the frequently stated general assumption that elderly patients are very high users of all types of health care services. 1 The availability of information about the patient's discharge from the hospital (or rehabilitation centre) was a relevant factor in explaining the use 
